
 
 
Date:  _________________________________ 
Name: ________________________________ 
Spouse: ________________________________ 
Address: _______________________________ 
City: _________________State: ______Zip ________ 
Home Phone: _________________________________ 
Birthdate: ______Age ___ Male _____ Female ______ 
Married ___ Single ___Divorced ___Widowed ______ 
Social Security Number: ________________________ 
 
Date:  _______________________________________ 
Name: ______________________________________ 
Address: ____________________________________ 
City: __________________State: ______Zip _______ 
Home Phone: _________________________________ 
Birthdate: ______Age _____Male _____Female _____ 
School ___________________________Grade ______ 
Social Security Number: ________________________ 
 
If your child’s name and/or address are not the same as 

yours, fill in the top box also        

Primary Carrier  
Insurance Co____________________ 
Group # ___________________________ 
Employee: _________________________ 
Date of Birth: ______________________ 
Union or Local # ___________________ 
Employee #: _______________________ 
Employee Social Security # ___________ 
__________________________________ 

Secondary Carrier 
Insurance Co _______________________ 
__________________________________ 
Group # ___________________________ 
Employee: _________________________ 
__________________________________ 
Date of Birth: ______________________ 
Union or Local # ____________________ 
Employee #: ________________________ 
Employee Social Security # ____________ 
__________________________________

Account Information 
Person financially responsible 

 
Name: ______________________________________ 
Relationship to Patient _________________________ 
Address: ____________________________________ 
City:  _________________State: ______Zip _______ 
Phone No. ___________________________________ 

 
You 

Name: ______________________________________ 
Occupation __________________________________ 
Employer: ___________________________________ 
Business Address: ____________________________ 
Business Phone No. ___________________________ 

 
Your Spouse 

Name: _____________________________________ 
Occupation _________________________________ 
Employer __________________________________ 

Getting To Know You  
 

Is another Member of your family or rela-
tive a patient at our office? Y    N  
 
Name: ____________________________ 
Relationship: _______________________ 
Referred to us by: ___________________ 
Your Former Address: ________________ 
__________________________________ 
City ___________State ______Zip ______ 
Emergency Contact: _________________ 
__________________________________ 
Phone No. _________________________ 
Address: ___________________________ 
City ___________ State _____Zip ______ 

 
Close Relative not living with you  

 
Phone No. _________________________ 
Address: __________________________ 
City: __________ State _____ Zip _____ 

If this  
appoint-
ment is 
for you 
start here 

 4 

 3 

If this  
appoint-
ment is 
for your 
child  
start here 

 2  1 

Please Complete the Following Confidential Information 

Ronald J. Smith, D.D.S.  6404 Manatee Ave. West, Suite C., Manatee Corporate Center.,  Bradenton, FL  34209-2358 
941/798-3652 Office    941/792-0886 Fax 


